Topic 7: Pressure Ulcers in
Older Adults

Competencies

1. Identify how to calculate the incidence and prevalence of
pressure ulcers.

2. Perform a risk assessment for pressure ulcers, using a val-
idated risk assessment scale.

3. Define pressure ulcer, including staging.
4. Plan care for prevention of pressure ulcers.

5. Plan care to include debridement, cleansing, dressing, and
pressure relief.
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1. Identify how to calculate the incidence and prevalence
of pressure ulcers.

Prevalence

Prevalence (frequency of cases at any point in time) is best
calculated by using the following formula:

Number of persons with a pressure ulcer 9

Pressure Ulcer Point Prevalence = 100
Number of persons in a population
at a particular point in time
Pressure Ulcer Period Prevalence = Number of persons with a pressure ulcer x100

Number of persons in a population
at a particular period in time

Incidence

Incidence (new cases appearing in a population that previ-
ously was without the condition) is best calculated by
using the following formula:

Number of persons developing # of pesons developing

Pressure Ulcer Incidence Density = a pressure ulcer x1000 _ a pressure ulcer

Total patient days x1000 1000 patient-days

Number of persons with pressure ulcers y

Total number of persons in population
at beginning of time period

Pressure Ulcer Cumulative Incidence = 100

Data by Care Setting 1990-2000

Prevalence (%) Incidence (%)
Acute care 10.1-18 0.4-38
Long-term care 2.3-28 2.2-73.5
Home care 0-29 0-17

Source: Pressure Ulcers in America: Prevalence Incidence and
Implications for the Future, Cuddigan, J., Ayello, E. A., Suss-
man, C., and Baranoski, S. (Eds.), Reston, VA: NPUAP, Feb. 23,
2001. Used by permission.
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Healthy People 2010 (www.health.gov/healthypeople)

The Healthy People 2010 target, objective 16, is to “reduce
the proportion of nursing home residents with a diagnosis
of pressure ulcers to 8 diagnoses per 1,000 residents.”

2. Perform a risk assessment for pressure ulcers, using a
validated risk assessment scale.

Use the Braden Scale in the Instruments/Scales section of
this chapter. Remember that the risk cut score for the
Braden Scale varies with specific populations:

General population <16
Elderly persons <18
Black and Hispanic persons < 18

3. Define pressure ulcer, including staging.

A. Definition: Any lesion caused by unrelieved pressure
and resulting in damage of underlying tissue.

B. Review the physiology of pressure ulcer formation.
C. Staging Definitions:*

Stage I. A stage I pressure ulcer is an observable pres-
sure-related alteration of intact skin. Indica-
tors, as compared to an adjacent or opposite
area on the body, may include changes in one
or more of the following:

a. Skin temperature (warmth or coolness).
b. Tissue consistency (firm or boggy feel).
c. Sensation (pain, itching).

*National Pressure Ulcer Advisory Panel (NPUAP) www.npuap.org.
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Stage II.

Stage II1.

Stage IV.

The ulcer appears as a defined area of persistent
redness in lightly pigmented skin. In darker skin
tones, the ulcer may appear with persistent red,
blue, or purple hues.

Partial thickness skin loss involving epider-
mis and/or dermis. The ulcer is superficial
and presents clinically as an abrasion, blis-
ter, or shallow crater.

Full-thickness skin loss involving damage or
necrosis of subcutaneous tissue that may ex-
tend down to, but not through, underlying
fascia. The ulcer presents clinically as a
deep crater with or without undermining of
adjacent tissue.

Full-thickness skin loss with extensive de-
struction, tissue necrosis, or damage to mus-
cle, bone, or supporting structures (e.g.,
tendon, joint capsules).

C. Key Staging Points:
1. Only stage once.

2. Stage to maximum anatomic depth of tissue involved
after necrotic tissue is removed.

3. Pressure ulcers DO NOT heal from a Stage IV to a
Stage I. Don’t reverse or backstage. Key concepts
from the NPUAP 2000 position paper on reverse
staging:
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e Structural layers of body tissue are lost.

e Defect is filled with granulation tissue.

e Do not use reverse staging to describe the healing
pressure ulcer. Instead, use a tool to measure heal-
ing such as the PUSH or PSST tool.

4. Staging system limitations:

e Clients with darkly pigmented skin may be more
difficult to evaluate unless a melanocentric skin
assessment is performed.

e Gray or purplish skin color of clients with darkly
pigmented skin, temperature, and presence of
edema and fluid should be assessed.

e Lighting source is important. Attempt to use natu-
ral or halogen light, not fluorescent.

5. If eschar is present, the ulcer cannot be staged.

6. Orthopedic appliances make assessment very diffi-
cult.

4. Plan care for prevention of pressure ulcers.
Pressure Ulcer Prevention Points
A. Risk Assessment:

1. Consider all bed- or chair-bound persons, or those
whose ability to reposition is impaired, to be at risk
for pressure ulcers.

2. Select and use a method of risk assessment, such as
the Norton or the Braden Scale, to ensure systematic
evaluation of individual risk factors.

E HARTFORD INSTITUTE FOR GERIATRIC NURSING 7_5



Topic 7: Pressure Ulcers in

Older Adults

Content Outline

3. Identify all individual risk factors (decreased mental

status, moisture, incontinence, nutritional deficit
such as low albumen) to direct specific preventive
treatments. Modify care according to the individual
factors.

Assess all at-risk patients at the time of admission to
health-care facilities, and at regular intervals there-
after, depending on the care setting.

Acute care: Every 48 hours or whenever condition
changes.

Long-Term Care (LTC): Weekly for first four weeks;
then quarterly, at a minimum.

Home care: Every RN visit.

B. Skin Care and Early Treatment:
1.

Inspect the skin at least daily, and document assess-
ment results.

. Individualize bathing frequency. Use a mild cleans-

ing agent; avoid hot water and excessive friction.

Assess and treat incontinence. When incontinence
cannot be controlled, cleanse skin at the time of soil-
ing, use a topical moisture barrier, and select under-
pads or briefs that are absorbent and provide a
quick-drying surface to the skin.

Use moisturizers for dry skin; minimize environ-
mental factors leading to dry skin, such as low hu-
midity and cold air.
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10.
11.

1.

. Avoid massage over bony prominences.

6. Use proper positioning, transferring, and turning

techniques to minimize skin injury due to friction
and shear forces.

. Use dry lubricants (cornstarch) or protective cover-

ings to reduce friction injury.

. Identify and correct factors compromising protein/

calorie intake, and consider nutritional supple-
ment/support for nutritionally compromised persons.

. Institute a rehabilitation program to maintain or im-

prove mobility/activity status.
Monitor and document interventions and outcomes.

Monitor and modify night regimen.

C. Mechanical Loading and Support Surfaces:

Reposition bed-bound persons at least every two
hours, and chair-bound persons every hour.

2. Use a written repositioning schedule.

3. Place at-risk persons on a pressure-reducing mat-

tress/chair cushion. Do not use donut-type devices.

. Consider postural alignment, 30-degree lateral posi-

tion, distribution of weight, balance and stability,
and pressure relief when positioning persons in
chairs or wheelchairs.
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10.

2.

. Teach chair-bound persons, (if they are able) to shift

their weight every 15 minutes.

. Use lifting devices (i.e., trapeze or bed linen) to move

rather than drag persons during transfers and posi-
tion changes.

. Use pillows or foam wedges to keep bony promi-

nences such as knees and ankles from direct contact
with each other.

. Use devices that totally relieve pressure on the heels

(i.e., place pillows under the calf to raise the heels
off the bed).

Avoid positioning directly on the trochanter when
using the side-lying position (use 30-degree lateral
inclined position).

Elevate the head of the bed as little as possible (max-
imum 30-degree angle) and only for a short time.

D. Education:
1.

For the prevention of pressure ulcers, implement ed-
ucational programs that are structured, organized,
comprehensive and directed at all levels of health-
care providers, patients, family, and caregivers.

Include information on
a. Etiology and risk factors for pressure ulcers.

b. Risk assessment tools and their application.
c. Skin assessment.
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d. Selection/Use of support surfaces.

e. Development/Implementation of individualized
programs of skin care.

f. Demonstration of positioning to decrease risk of
tissue breakdown.

g. Accurate documentation of pertinent data.

3. Include built-in mechanisms to evaluate program ef-
fectiveness in preventing pressure ulcers.

5. Plan care to include debridement, cleansing, dressing,
and pressure relief for an older person.

The plan should include strategies for nutrition, pain man-
agement, and psychosocial issues.

Use AHRQ Guideline Algorithm:* www.ahrq.gov/qual
(See Figures 7.1-7.4 on pages 7-10 through 7-13.)

*National Pressure Ulcer Advisory Panel (NPUAP) www.npuap.org.
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Figure 7.1 Management of pressure ulcers: Overview. (Source: National
Pressure Ulcer Advisory Panel: www.npuap.org.)
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Braden Scale for Predicting Pressure Ulcer Sore Risk*

Sensory Pevceptlon: AblEy to vespond meaningfully to pressuve-ve bated discomiort

1. Comnplebely Limiveds Trivesponsive (dos mob roan, Flinch, o grasp) bo pain bl stiroali, dus b dirninished
lewel of consciousness or sedakion, OF lirnibed abiliby bo Feel pain ouer roost of body sudace.

2. Yery Limsiteds Responda onby b painful stiroli. Cannet cormrmnicabe discornfort emcept by rocin ing, o vest-
lessrizas, OF hms o sneory i rpairre nkbwhich liriks the abiliby bo Feel pain or discorrfort sver balf of body

3. Slightly Limsiteds Responds boverbal sormrmands bub cannot always cornrronicabe discorrfort o need bo be
tumed, OF has sorre sensory irnpaimeent which liribs ability b Feel poin or discorcfert in 1or & exbrerni ties,

5. Mo Imwpairment Responds bo wrbol cornrrands Bas no sensory defizit whichwould lirnit zbilibe ko frel or
woice pain and discornfort.

Molstuve: Degree to which skin 15 exposed to molsture
1. Constantly Moizbh Shin is kept rmi s ol roest constantly by pempimtion, vrine, ebe, Darnprzss is detecked SOORE
wuery birre pakient is reoed o bumed.
2. Yery Moisto3kin is often bub rob absmgs rocist, Linen roost be chonged ok lenst once a shift.
3. focasional iy Moizt 3kin iz cocasiorml by rooist, vequiring on sxbro linen changs npproxinrakely once o duay
%. Ravely MeistiShin is usoa by dry; linen mouives changing onby of voubine inberols
Acthvity: Degves of physlcal activity
1. BedfaztiConfined to bed
2. Chaivfast fbility boownlk severe by lirnited or non-exisbenk Gannob bear ovn weight andfor roosk be assisked SCORE
inke chair orwhes lchair
5. Wal b= Ocoasienallm Waolks cccasiorml by duving the ey Bk Forr wery shcot diskances, with crwi thouk asis
bance . Spencs rmjorby of each shiftin bed or chaiv
5. Walks Freguentban Wolks cubside the roorn ok least bwice o day and inside mornab least ance every 2 hours
during waking hours,
Hoblllty: Akt to change and conbrol body posltlon
1. Completel; immobilerDoss not rmke soen slight changes in body o sk i by position without nesistance. SCORE
2. Yery Limibeds Mokes occasional slight changes in body o ibom rni by e kion Buk urable bo rroke Fregquent or
significant changes indepe ndently
3. Slightly Limited Makes Frecue nt though slight changes in body o exbrerni by position independe nthy
%. Mo Liwwi eakiens Mokes rmjor and Frequent changes in position without weistance.

SCORE

Nubvithen: Usual Food Intake patters

1. Very Poown Hever sabs acornpleks nreal. Bovely coba roore than 105 of Food offered. Eabs 2 sevings o less of SOORE
prabein frremt o duiry producks) per dey, Tokes Auids pocidy Does not bake o liquid diskary supplerrent, OF s
HFD' anddor roainkaned on clear liquids o TU far roces bhan Froe duye.

2. Frobahly Inadequates Frrely cabs o corrple ke rocal and generally eats onby about halFof ary Food offered.
Frobein intake includes only 3 servings of rreak or daivy products per duy, Oocasionmd by will ke o diskwry sup
plerre nk, OF rece jwes lez bhan optirmorn armount of liquid diek o bube Feeding,

3. Adequaber Bntbs cver half of recst resols, Eats o bobel of § serings of protein (reeat, daimg producks) sach day.
Occasiormd by will v huse o reeal, Bubwill uaualby buke o sopple roent iF offered, OF is on nbube feeding o TPH
regirren, which probab by rees b recst of nubritionsl nesds

5. Enwcellents Bobs roosk of wuery rreal . Hewervefuses morneal, Taually snbs o bobal of § o rnore scrvings of rneak
and duiry producks. Ocoasiorml by sabs bebween roeala Coss nok require supple rrentation.

Frictlon and Shear

1. Prablems Fequives rooderate bo oot rourn assiskonce in roowing. Cornplete [ifting without sliding ngai nat
shieeks is irnpoesible. Prequently slides down in bed or chair, mopuiving Frequen e positioni ng with roasinroonn
asaisbance, Spastici by, conbrachures, o agibation leads bo ol rresk conskant Fickion.

2. Poremtinl Problemn Mowes feebly or vequives minimurm assistance, Duving oormwe shin probably slides ko
sorre eabent against shests, chaivy reabrainks, or obher devices, Mainbuins re lakive by good position in chair o
bed reest of the birre but cccasioral by slides down.

3. Me Appavent Problem Mows in bed and in chairindepe nde nbby aind has sufficie nk rooscle sk ngth ba life
up cornplebe b duving rree. Mainbaine good position in bed or chair ok of | birres,

Braden Scale Scores

SCORE

1= Highly Impaired MFPC: Mothing by Mouth

2 or 4= Moderate to Low Innpaimnent Total Score:
Total Points Poszible: 23 TV Inbrawvenou sly

Rizk Predicting Bcore; 16 or Less TFH: Total parenteral nutrition

*Barbara Braden, PhD, RN, FAAN and Nancy Bergstrom, PhD, RN, FAAN. Copyright © 1987.
Used by permission.
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PRESSURE ULCER EVALUATION STRATEGIES:
KEY TREATMENT POINTS

A. Assess the whole person, not just the pressure ulcer.
Physical health, including nutrition.
Pain.

Psychosocial health.

s w0 d

Pressure ulcer complications.

B. Attempt to use established measures of wound healing: PUSH
(NPUAP, 1997) or PSST (1990).

C. Maintain principles of wound care relevant to pressure ulcers.

1. Debride wound:
a. Sharp/surgical.
b. Mechanical.
c. Autolytic.
d. Chemical/enzymatic.

2. Clean wound.

3. DO use solutions that don’t kill cells (i.e., normal saline and
some commercially available wound cleansers). Skin clean-
ers are not the same as wound cleansers.

4. DON'T use solutions that are cytotoxic (kill cells):
a. Dakin’s solution (sodium hypochlorite solution).

Acetic acid.

Providone iodine.

Hydrogen peroxide.

o &0 T

Some commercial skin cleansers.

(Continued)
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PRESSURE ULCER EVALUATION (Continued)

5. Irrigation principles:
a. Clean wounds using minimal force.
b. 4-15 psi is a safe and effective pressure range for wound
cleaning (8 psi = 19 gauge needle with 35 cc syringe).
6. Cover wound with appropriate dressing(s):
a. Protect the wound.
b. Maintain a moist wound-healing environment.
c. Prevent maceration of surrounding skin.
d. Control exudate.

7. Factors to consider when selecting a dressing;:
a. Maintain a moist environment.

b. Balance absorption of drainage without desiccating (dry-
ing out) wound bed.

c. Assess the dressing’s ability to absorb drainage.

d. Consider the location of the wound; regularly reassess
dressings near the anus.

e. Eliminate dead space in large wounds by loosely filling
the wound with dressing or wound gel. Don’t overpack!

f. Consider the amount of caregiver time for dressing
changes.

g. Assess need for clean versus sterile dressings:

1) AHCPR (1994) recommends clean dressings in the
home.

2) Use one set of clean gloves per patient. Clean the most
contaminated ulcer last.
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Case Study

Mr. B, a 72-year-old retired Black accountant, has just been admitted
to the hospital (from his long-term care facility) with a diagnosis of
pneumonia. He is incontinent (urine), and his skin is often moist. He
has a poor appetite (eats only 50% of his meals), has labored respira-
tions, and a temperature of 101°F. He has left-sided weakness from a
cerebral vascular accident two years ago, and he needs assistance with
his activities of daily living, including mobility. He generally sits in the
chair all day and is often found leaning to one side. He walks only once
a day, for about 5 minutes, and he requires a one-person assist and a
walker.
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A. Case Study (based on case study of Mr. B, page 7-15).
1. What is Mr. B’s score and risk category?

Answer: His Braden score is 15: high-risk sensory per-
ception = 3; moisture = 2; activity = 2; mobility = 2; nu-
trition = 2; friction and shear = 2 each.

2. Mr. B has darkly pigmented skin. What assessment tech-
niques are especially important to use on this client?

Answer: Assessing for pressure ulcers in clients with
darkly pigmented skin should include assessment with
natural or halogen light for changes in skin tone—usu-
ally a purplish darkening in color or a change in skin
temperature (warmth rather than coolness).

3. After he has been in the hospital for two days, the
nurse notices that MR. B has a small 1lecm. x 3cm. open
wound with yellow slough tissue on his sacrum. In re-
port, you are told that the primary care provider has
ordered that the sacral pressure ulcer be cleaned with
povidone iodine and a moist normal-saline gauze dress-
ing applied.

What stage is this pressure ulcer?

Answer: Can’t stage until the yellow slough necrotic tis-
sue is removed; then, observe the wound bed for deep-
est level of tissue exposed, and stage the pressure ulcer.
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4. What do you think about the appropriateness of the
cleansing and dressing order?

Answer: The AHCPR guidelines state that povidone
iodine should not be used to clean wounds. A moist
normal gauze dressing would be used in a clean gran-
ulating wound—not in this wound because it has
necrotic slough tissue. The first goal for this local
wound care is debridement. This could be accom-
plished by mechanical (wet-to-dry gauze dressing),
chemical/enzymatic (drugs that are applied topically
as per manufacturer’s direction), autolytic (transpar-
ent film dressing, usually contraindicated if wound is
infected), or sharp/surgical treatment (done by MD,
advanced practice certified nurse, or physical thera-
pist). After the pressure ulcer is debrided, begin
moist-wound healing principles.

5. What teaching does this client’s family need about his
plan of care?

Answer: Use the AHCPR consumer guideline booklet.

B. Clinical Observation: Observe student’s performance of
risk assessment and local wound care skills on models or
actual clients/residents.
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C. Test Questions (answer is indicated with an *):

1. Which one of the following scores on the Braden Scale
would indicate that a 75-year-old client admitted for a
fractured hip was at high risk for developing a pressure
ulcer?

*a. 17
b. 19
c. 21
d. 23

2. Discuss pressure ulcer assessment, including staging.

The nurse observes the following data on the sacral
pressure ulcer of a 67-year-old Black male who is a res-
ident in a long-term care facility: The wound is lcm. X
2cm., shallow, with beefy red tissue in the wound bed
and a small amount of clear exudate. The surrounding
area around the wound is cool to touch with no
swelling or hardness.

Using the NPUAP system, at what stage is this pressure
ulcer?

a. Stage I.
* b. Stage Il

c. Stage IIIL

d. Stage IV.

3. Which one of the following nursing care orders should
the nurse question as being inappropriate in the plan of
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care for an 82-year-old incontinent female, when pre-
venting the development of pressure ulcers is an impor-
tant goal?
a. Turn and position the client every 2 hours.
b. Monitor the client’s serum albumin level.
* ¢. Use a “donut” device on the chair when client is
sitting.
d. Implement a toileting schedule to treat her uri-
nary incontinence.

4. A 68-year-old client with lightly pigmented skin has a
noninfected pressure ulcer. Which one of the following
cleaning and dressing techniques should be used only
for mechanical debridement?
a. Dakins solution and a hydrocolloid dressing
b. Povidone iodine and a transparent film dressing
c. Acetic acid and a wet-to-damp dressing

* d. Normal saline and a wet-to-dry gauze dressing

5. According to the AHCPR Clinical Guidelines, which one
of the following assessments supports the finding of
clinically significant malnutrition in a client with a
pressure ulcer?

a. Weight loss of 5% over three months

b. Total lymph count greater than 1,800/mm
* c¢. Serum albumin less than 3.5 gm/dl

d. WBC count greater than 10°
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7: Pressure Ulcers in
Older Adults

Experiential Activities/
Clinical Experiences

. Demonstrate local pressure ulcer care on models as well as

actual persons.

. Using the Braden Risk Scale, do a pressure ulcer risk as-

sessment on a variety of clients/residents.

. Use pictures of various pressure ulcers and determine the

stage and other assessment characteristics.

. Use pictures of various pressure ulcers and develop a com-

prehensive plan of care based on the unique characteris-
tics of the pressure ulcer. NPUAP slide sets available from
NPUAP: (703) 464-4849 or (703) 435-4390; also on the
World Wide Web: www.NPUAP.org.

. Demonstrate local wound care skills, such as irrigation

and dressing application, on models and actual clients/
residents.

Check out the following pressure ulcer/wound care sites
on the Web:

1. Condensed Course of the Basics of Chronic Wound
Healing, by Rita A. Frantz, PhD, RN, FAAN, Professor of
Nursing, University of Iowa.

www.conifo.nursing.uiow.edu/Chronic Wound/index.htm

2. Information about WOCN, an association of enteros-
tomal therapy (ET) nurses whose specialty areas in-
clude care of persons with pressure ulcers.

WWW.Wocn.org
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3. Information about the National Pressure Ulcer Advisory
Panel (NPUAP)

www.NPUAP.org

4. Selected wound care journals:
e Advances in Skin & Wound Care (www.woundcarenet
.com)
e Journal of Wound, Ostomy and Continence Nursing
e Ostomy/Wound Management
e Wound care Journal on the Web
www.smtl.co.uk/ World-Wide-Wounds

5. Wound care directory of information
members.aol.com/woundnet/index.html
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